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was shifted to piperacillin-tazobactam (21 days) plus gentamycin (14 days).
She was discharged after four weeks of antibiotic treatment and remained
well at the 8-month follow-up visit after discharge.
Conclusions: Clinicians should consider the possibility of endocarditis rather
than urosepsis for patients with continuous E. coli bacteremia. Early diagnosis
and prompt adequate antibiotic therapy could achieve a good outcome.PS 1-214
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Purpose: Maria is the most severe infection disease and an enormous public-
health problem in Burkina Faso. It causes disease in approximately 515
million people and kills between one and three million, most of them young
children here. The study purpose tried to analyze the influential factors
obstructing public health policies.
Methods: We used qualitative research: interview 8 Burkina Faso public
health head nurses. We also collected information and reviewed literatures
of Maria relative to Burkina Faso.
Results: The most influential factor has been identified that it is Drug market
control. Illegal and false Maria drugs have been occupied the drug market
severely. The second is low literacy rate. There were 71.3% of illiteracy adult
at ages 15 and above. This has caused the many difficulties of health educa-
tion in the communities. The third is poverty in urban. The authorities’ offi-
cial statistics measuring poverty incidence has manifested around 45
percent in 2012. Urban poverty is the most severe. People living in urban
were not able to see doctors because of expensive health services and drugs.
The forth is that the report system of communicable disease was not com-
plete. Sick people did not see the doctor and easily took medicine from
drugs market. Official report is not correct. The five is that the culture
and habits of sickness were to seek traditional medicine but not to see
the doctor or public health services.
Conclusions: The drug market uncontrolled, illiteracy, poverty, uncom-
pleted report system and culture issue have led to Maria still exists in Bur-
kina Faso. Our suggestions: Public health education should act door by
door to explain the real Maria drugs can only cure the disease. The second
approach that the school health education should influence parents and
families to understand Maria and its prevention and early treatments.Figure 1 KaplaneMeier curves for time to diagnosis of incident depressive
disorder in patients with pulmonary tuberculosis and control subjects in
Taiwan.PS 1-215
THE EARLY CLINICAL FEATURES AND PREDICTORS OF SEVERE DENGUE
AND DENGUE SHOCK SYNDROME IN ADULT PATIENTS
Ing-Kit Lee, Jien-Wei Liu. Division of Infectious Diseases, Department of
Internal Medicine, Kaohsiung Chang Gung Memorial Hospital, Kaohsiung,
Taiwan
Purpose: Understanding the early clinical features of and risk factors for se-
vere dengue (SD) and dengue shock syndrome (DSS) is important in deter-
mining triage and management algorithms.
Methods: We undertook a retrospective study of laboratory-confirmed adult
dengue patients in Kaohsiung Chang Gung Memorial Hospital, Taiwan, be-
tween 1 July 2002 and 31 July 2014. The World Health Organization 1997
and 2009 criteria were applied to define DSS and SD. Dengue patients who
did not meet the criteria for SD and DSS were grouped as controls. The de-
mographic, clinical and laboratory features of dengue patients at hospital
presentation were used to determine the predictor for development of SD
and DSS after hospitalization.
Results: A total of 1063 patients were included in the study. Mean length of
illness from onset illness to hospital presentation of the 55 SD (mean age,
63 years) patients, and 1008 non-SD (mean age, 48.7 years) patients was
3.8 days and 3.7 days, respectively. Of the 55 SD patients, the mean time in-
terval from illness onset to development of SD was 5.3 days, and from hospital
presentation to occurrence of SD was 1.5 days. Three commonest warning
signs at arrival were abdominal pain (45.5%), vomiting (36.4%) and pleural
effusion (32%). Leukocytosis (white cell count >10109 cells/L) was seen in
10 (18.2%) of 55 SD patients upon their arrival. DSS occurred in 23 (meanage, 62.4 years) (41.8%) of 55 SD patients. The mean interval from illness
onset to DSS was 5.5 days. Overall, there were twelve patients died. Multivar-
iate analysis showed elderly (adjusted odds ratio [aOR] 1.052), gastrointes-
tinal bleeding (aOR 12.127), leukocytosis (aOR 49.744), and severe
thrombocytopenia (platelet count <50109 cells/L) (aOR 3.212) were inde-
pendent predictors of SD. Predictors of DSS were aging (aOR 1.039), gastroin-
testinal bleeding (aOR 38.841), and severe thrombocytopenia (aOR 2.850).
Conclusions: The application of these predictive tools in the clinical setting
can early recognition of SD and DSS, and reduce otherwise preventable
morbidity and mortality in adult dengue patients.PS 1-216
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Purpose: Depressive disorder frequently co-occurs with tuberculosis (TB),
which is characterized by chronic inflammation. Inflammatory responses
from chronic infection might affect the brain and increase the risk of depres-
sive disorder. However, the temporal association between chronic infection
and incident depressive disorder has not been prospectively evaluated. This
study was aimed to determine the effects of pulmonary TB (PTB) and anti-TB
drugs on the risk of incident depressive disorder.
Methods: From Jan. 1, 2000, we identified adult patients with PTB from the
Taiwan National Health Insurance Research Database. A control cohort
without PTB, matched for age (5 years), sex, comorbidities, and income
level, was selected for comparison. The 2 cohorts were followed until
Dec. 31, 2011, and observed for occurrence of depressive disorder.
Results: Of the 23,145 patients (4629 study patients and 18,516 matched
controls), 302 (8.09%) had depressive disorder during a mean follow-up
period of 6.53 years, including 79 (1.71%) study patients and 223 (1.20%) con-
trols. After adjusting for age, sex, comorbidities, and income level in the
Cox proportional hazards model, PTB was found to be an independent risk
factor of incident depressive disorder (adjusted HR, 1.74). The risk of inci-
dent depressive disorder was significantly higher (adjusted HR, 2.54) in pa-
tients with TB who received more than 60 defined daily doses (DDDs) of
ethambutol, and the effect was dose-dependent.Conclusions: PTB patients had a higher risk of incident depressive disorder,
particular in those with an ethambutol dose of more than 60 DDDs. Depres-
sive disorder should be sought in patients following tuberculosis.
